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Objective—To describe the frequency, roles, and utility of family companion involvement in the 
care of patients with Heart Failure (HF) care and to examine the association between audiotaped 
patient, companion, and provider communication behaviors.
Methods—We collected survey data and audiotaped a single medical visit for 93 HF patients (36 
brought a companion into the examination room) and their cardiology provider. Communication 
data was analyzed using the Roter Interaction Analysis System.
Results—There were 32% more positive rapport-building statements (p<.01) and almost three 
times as many social rapport-building statements (p<0.01) from patients and companions in 
accompanied visits versus unaccompanied patient visits. There were less psychosocial information 
giving statements in accompanied visits compared to unaccompanied patient visits (p<0.01.) 
Providers made 25% more biomedical information giving statements (p=0.04) and almost three 
times more social rapport-building statements (p<0.01) in accompanied visits. Providers asked 
fewer biomedical and psychosocial questions in accompanied versus unaccompanied visits. 
Providers made 16% fewer partnership-building statements in accompanied versus unaccompanied 
visits (p=0.01).
Conclusions—Our findings are mixed regarding the benefits of accompaniment for facilitating 
patient-provider communication based on survey and audiotaped data.
Practice Implications—Strategies to enhance engagement during visits, such as pre-visit 
question prompt lists, may be beneficial.
Keywords
Patient-provider communication; visit companions; family; social support; heart failure
Introduction
Effective patient-provider communication is essential for managing heart failure (HF) and 
other chronic illnesses. [1, 2] Family member presence in the examination room during 
visits can facilitate patient-provider communication and patient engagement in decision-
making [3–5] and it may also influence the visit length. [5–8] On average, about 40% of 
adult patients are accompanied to medical visits by a family member. [6] According to Wolff 
and Roter’s conceptual framework of family involvement in interpersonal health care 
processes, [6] patient, provider, and family factors influence the communication processes 
(i.e., relationship rapport, information exchange, decision-making) that occur during the 
medical visit and the quality of communication in triadic visits (i.e. patient, companion, and 
provider present) spans time and health care settings to influence patient outcomes.
Extant literature on the influence of visit companions (primarily family members) on 
communication processes during medical visits is mostly drawn from geriatric and oncology 
patient populations.[5] However, communication behaviors and the roles and influence of 
companions during the visit differs in different patient populations. HF patients tend to be 
older, have multiple comorbidities, complex treatment regimens, and a highly variable 
illness trajectory-factors that have important implications for family engagement in care. In 
our prior study, about 36% of HF patients reported being accompanied to most or every visit 
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by a family member. [9] Yet, no studies conducted exclusively in HF patients have examined 
how audiotaped communication behaviors and medical visit processes differ in accompanied 
versus unaccompanied visits. To address this gap, we sought to: 1) examine the association 
between audiotaped patient and provider communication behaviors in accompanied versus 
unaccompanied visits; 2) describe the frequency, roles, and perceived utility of family 
involvement in medical care from the patients’ and companions’ perspectives; and 3) 
describe providers’ perspectives on companions’ behaviors, influence, and perceived 
helpfulness during the visit.
Methods
We conducted a cross-sectional study in the adult cardiology outpatient clinic at the 
University of North Carolina at Chapel Hill School of Medicine, a large academic teaching 
institution. A trained research assistant (RA) administered the surveys to HF patients and 
companions immediately prior to a scheduled clinic visit. We audiotaped one visit per 
enrolled HF patient. In addition to a short socio-demographic questionnaire, providers also 
completed a post-visit survey for each enrolled patient.
Our study consisted of HF patients, companions who accompanied the patient into the 
examination room, and cardiology providers. Participants were identified as part of a 
recruitment screening process using a HF clinic registry and the Carolina Data Warehouse 
for Health (CDW-H) - a central repository containing clinical, research, and administrative 
data from over 3 million patient records of individuals who have received care in the UNC 
Health Care System. After initial screening, we compiled a list of potentially eligible 
participants and also reviewed daily clinic schedules and the electronic health record for 
additional potential participants. To identify patients who were “likely to be accompanied” 
(i.e. accompanied to most or every visit) we queried the patient’s provider regarding how 
often the patient usually has a family member enter the examination room with them (none 
of the time, rarely, some visits, most visits, every visit). This method was used as the initial 
screen; actual accompaniment status was confirmed immediately before the visit.
Patients were potentially eligible if they were 21 to 85 years old; had a clinical diagnosis of 
HF (preserved or reduced ejection fraction) based on ICD-9 codes and confirmed by 
radiographic procedures, cardiac tests, or blood work; were currently taking a loop diuretic; 
and spoke English. Patients were excluded if they had significant cognitive or psychiatric 
impairment; could not perform activities of daily living; or resided in a nursing home or care 
facility. An RA approached patients at the time of a regularly scheduled medical visit, 
verified eligibility, and obtained informed consent. Family members, defined as “someone 
who is related in any way- biologically, legally, or emotionally,” [10] were eligible if they 
were 21 years or older, spoke English, and would be present in the examination room at the 
time of the medical visit. Cardiology providers were eligible if they were an attending 
physician, nurse practitioner, physician assistant, or fellow who practiced at the UNC-CH 
cardiology clinic. The study was approved by the Institutional Review Board at UNC.
We used the CDW-H and/or participant self-report to obtain the following: age, gender, self-
identified race (black vs. white), highest educational level, health literacy (assessed with a 
Cené et al. Page 3
Patient Educ Couns. Author manuscript; available in PMC 2018 February 01.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
single item question, “how confident are you with filling out forms by yourself”) [14] 
employment status, marital status, overall self-rated physical health (single item) [15] and 
mental health (single item) [16], New York Heart Association (NYHA) functional class, and 
ejection fraction (EF). NYHA class was assessed by asking the patient to describe how their 
heart condition affects them based on severity of symptoms (fatigue shortness of breath or 
chest pain) with usual physical activity: no difficulties (Class I), some difficulty (Class II), 
great difficulty (Class III), or symptoms present at rest (Class IV). [17] EF was assessed 
based on data from the most recent echocardiogram report. Providers were asked to provide 
an overall rating of the HF patient’s medical and social complexity using 2 separate 
questions, “how would you rate the (medical or social) complexity of this patient” (simple, 
straight forward, average, somewhat complex, very complex), based on questions from a 
prior publication. [18] Visits were deemed “accompanied” if a companion was present in the 
examination room during the visit. Companions who remained in the waiting area were 
excluded from this study since they were unlikely to directly influence communication 
during the visit.
We queried both patients and companions on family roles, utility, and influence on the 
medical visit using questions that had been developed and pilot tested by Schilling and 
colleagues (obtained with Dr. Shilling’s written permission) [11] and in our prior study. [9] 
We used single item survey questions to assess how often a family member accompanied the 
patient to provider visits, using a 5-point response options ranging from “never” to “all the 
time.” We also asked whether the same family member generally accompanies the patient to 
medical visits (yes/no). We asked how often family members communicated with health care 
provider via phone, email, or mail in the past year (none, 1–2 times, 3–4 times, >4 times), as 
well as the perceived helpfulness of having a family member communicate with the health 
care provider. Finally, we asked a series of questions to assess the perceived utility of having 
a family member help with: a) facilitating communication and information exchange 
between different health care providers; b) understanding and remembering treatment 
instructions when transitioning between different settings (e.g., hospital to home); c) 
accessing recommended health services; and d) identifying information or resources needed 
to make medical decisions. We dichotomized the original 5-point Likert response format for 
these questions as “useful” (very useful/fairly useful/useful) versus “not useful” (not that 
useful/not useful at all). We also asked providers to report on the companion’s influence on 
the medical encounter from a list of 7 items. Providers also indicated companions’ behaviors 
during the medical visit from a 9-item list (select all that apply) and rated the companion’s 
helpfulness during the visit (single item with a 5 point response format ranging from “very 
unhelpful” to “very helpful”).
We used the Roter Interaction Analysis System (RIAS) - a widely used coding system that is 
applied directly to audio or video recordings of medical visits without transcription- to 
analyze communication behaviors. [12] It has high levels of reliability and predictive 
validity. Each speaker statement is defined as a complete thought and assigned to one of 38 
mutually exclusive and exhaustive codes by trained RIAS coders. In this study, we examined 
several summary categories of communication. (Table 1) For each category, we compare the 
frequency of statements contributed by the patient, companion, and health care provider. A 
patient directed statement or question to a companion is coded as a patient statement in the 
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appropriate communication category. Providers’ statements to a companion are coded 
separately from providers’ statements to the patient. We also examined patient-centered 
communication (i.e., patient centeredness)- a composite calculated by summing statements 
that encompass psychosocial and socio-emotional elements of communication divided by 
the sum of statements that reflect a more biomedical and disease focused perspective. A 
value greater than 1 denotes a more patient-centered encounter. Since the patient-
centeredness ratio is a composite measure, we could miss conceptually important 
components of patient-centered communication by only looking at this composite. 
Therefore, we separately examined the following components of the patient-centeredness 
ratio: 1) patient activation and engagement- the sum of codes related to patient/companion’s 
asking for service, asking for reassurance, asking for understanding, and checking for the 
provider’s understanding; and 2) provider facilitation- the sum codes related to provider’s 
asking for the patient/companion’s opinion, checking for understanding, and cues of interest 
(e.g., “yes,” “right,” “go on”). These two components reflect “partnership building.” We 
assessed two measures reflective of visit processes: 1) visit length (in minutes) [13, 14] 
comparing accompanied and unaccompanied visits; and 2) verbal activity, which reflects the 
total number of statements by a speaker (i.e., patient, companion, provider) divided by the 
total number of statements made by all participants during the visit. [15, 16]
A random 10% sample of audiotapes was double coded to establish inter-coder reliability. 
Using the RIAS, coding of the visits is done directly from the audiotapes; the audio-
recordings are not first transcribed. Inter-coder reliability is assessed in terms of the 
congruence of identification and categorization of utterances. Correlation coefficients 
averaged .973 across provider categories and .951 for patient categories (categories with 
means > 1.0 per encounter). Reliability for the ratings of emotional tone was calculated as 
agreement within 1 scale point and these averaged 96.1% (range 81.8 – 100%) for both 
patient and provider.
Statistical Analyses
We performed analyses using SAS 9.2. (SAS Institute Inc., Cary, North Carolina) and R 
3.0.0 (R Core Team, Vienna, Austria). [17] We calculated means and frequencies to describe 
the distribution of the data by patient accompaniment status (accompanied vs. 
unaccompanied) and for companions. We used t-tests and Mann-Whitney U-tests, 
respectively, for normally and non-normally distributed interval data. We used chi-squared 
tests to compare frequencies. For the audiotaped communication data, each patient visit was 
the unit of analysis.
We constructed a series of regression models to evaluate the association between 
accompaniment and categories of communication behaviors and between accompaniment 
and visit processes (i.e., visit length and verbal activity). We used quasi-Poisson regression 
models to analyze count responses. Relationships between counts are multiplicative not 
additive. Exponentiated regression coefficients (exp(ß) from these models represent the 
multiplicative increase in the number of statements contributed by patients and companions 
together relative to unaccompanied patients or by providers in accompanied versus 
unaccompanied visits, for any given category of communication. We present the model’s 
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mean number of statements for patients in unaccompanied visits, as well as statements for 
patients and companions separately in accompanied visits. In multivariate analyses, we 
adjusted for patient age, race, gender, educational level, overall self-rated health, health care 
provider, and visit length. As this is largely a descriptive study, we do not adjust our p-values 
for multiple comparisons. Sample size estimates for this study were powered to detect an 
effect size (Cohen’s d) of 0.7 for the difference in log10 transformed patient-centered 
communication ratio between accompanied and unaccompanied visits.
We also augmented the above primary analysis with an analysis of percentage of statements 
in a particular category out of the total number of statements, using logistic regression 
models. We fit separate models for each speaker type and compared the percentages in 
accompanied versus unaccompanied visits. Because logistic regression models have access 
to more data than simply using the mean numbers of statements by virtue of their including 
the total number of statements in a given category in the denominator, these analyses tend to 
be more robust than the primary analysis which is based only on the numerator (i.e., the 
mean number of statements in a category).
RESULTS
Table 2 describes participant characteristics by accompaniment status. The mean age of our 
93 patients was 60.7 years (range 25–84), 45% were female, and 34% were African 
American. Overall, 22% of patients reported “never/sometimes” being confident filling out 
forms (a proxy for health literacy). More accompanied patients were currently employed 
compared to unaccompanied patients (39% vs. 12%; p<0.01). Over half of the patients self-
rated their physical health as poor/fair, while the majority reported good/excellent self-rated 
mental health. About half the patient sample had a NYHA functional class of II and 41% 
had an EF of <40%. African Americans make up a smaller proportion of accompanied than 
unaccompanied patients (17% vs. 46%; p=0.01).
Thirty six visit companions (61% spouses; 14% adult children; and 14% other relatives) 
participated in the study. Their mean age was 55 years (range 34–80) and most were female. 
Nine percent of companions reported confidence in filling out forms as “never/sometimes.” 
Over half of the companions self-rated their physical health as very good/excellent. Six HF 
providers participated in the study (4 women and 2 men); 4 were cardiologists and 2 were 
cardiology nurse practitioners. The mean number of years in clinical practice for the 
providers was 9.5 years. On average, each provider saw 15.5 patients (range 9–25 patients).
Accompanied and unaccompanied visits were similar in length (23.1 versus 24.7 minutes; 
p=0.44). In accompanied visits, the verbal activity of patients and companions was 32% and 
13%, respectively, and 55% for providers. In unaccompanied visits, verbal activity of 
patients was 43% and 56% for providers. These difference in verbal activity comparing 
patients in accompanied versus unaccompanied visits was statistically significant (p=0.04). 
We did not find differences in the median patient-centered communication ratio comparing 
accompanied versus unaccompanied visits in unadjusted [−0.07; p=0.21] or adjusted [−0.08; 
p=0.23] analyses.
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Table 3 is a description of patients’ and companions’ perceptions of family roles, utility, and 
influence during visits. Most patients reported that the same companion generally 
accompanies them to their provider visits. There were significant differences by 
accompaniment status in perceived utility of having a family member help facilitate patient-
provider communication, understand and remember treatment instructions, access 
recommended services, and identify information/resources. (Figure 1 and Table 3) and there 
was excellent agreement between patients and companions on the utility of family members 
helping with these behaviors. Out of 144 pairs of ratings (36 dyads by 4 questions), 141 
agreed that family assistance was valuable. A higher percentage of accompanied (89%) than 
unaccompanied patients (61%) stated that it would be helpful to have a family member 
communicate with their health care provider (p<0.01).
Table 4 presents unadjusted and adjusted differences in mean number of statements and the 
percentage of statements (relative to all of the statements made) for each communication 
category by providers, patients, and companions in accompanied and unaccompanied visits. 
For each communication category, the absolute frequency of patient statements was lower in 
accompanied versus unaccompanied visits. Figure 2 presents this data graphically for the 
adjusted comparisons. There were significantly fewer biomedical and psychosocial 
questions asked by providers in accompanied versus unaccompanied visits (p<0.01 for both 
categories) There was a trend towards fewer psychosocial questions asked by patients and 
companions in accompanied visits than by patients in unaccompanied visits (p=0.06). 
Providers made 25% more biomedical information giving statements in accompanied versus 
unaccompanied visits (p=0.03). There were less psychosocial information giving statements 
by patients and companions in accompanied visits compared with patients in unaccompanied 
visits (p<0.01). There were 32% more positive rapport-building statements from patients and 
companions in accompanied visits than from unaccompanied patients in adjusted analyses 
(p<0.01). There was almost three times more social rapport-building statements from 
patients in accompanied visits compared to unaccompanied visits in both unadjusted (exp ß= 
2.83; p<0.01) and adjusted analyses (exp ß= 2.92; p<0.01). In addition, providers engaged in 
more than twice the social rapport-building in accompanied versus unaccompanied visits in 
adjusted (exp ß= 2.77; p<0.01) analyses. Finally, providers made 16% fewer partnership-
building statements (which is reflective of patient-centeredness) in accompanied compared 
to unaccompanied visits (p<0.01; Figure 2).
Table 5 displays the providers’ reports of the companions’ influence on the medical visit. 
Providers perceived companions to have the greatest influence on communication. Providers 
noted that the presence of a companion increased their satisfaction in most of accompanied 
visits. Table 6 shows the providers’ reports of the companion’s behaviors and helpfulness. 
Providers felt that companions were helpful/very in most visits and that the companions 
engaged in active behaviors that facilitated communication.
Discussion
This study yielded several key findings. First, accompaniment to outpatient cardiology visits 
among HF patients is common and persistent across provider visits (i.e. accompanied 
patients tend to be accompanied to all visits), as has been demonstrated previously. [5–7] 
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Second, companion presence is generally perceived as helpful for facilitating patient-
provider communication and is associated with increased provider satisfaction. Third, the 
audiotaped communication data found providers made fewer partnership building 
statements, asked fewer biomedical and psychosocial questions, but gave more biomedical 
information in accompanied versus unaccompanied visits. Providers also engaged in more 
social rapport-building and trended towards more emotional rapport-building in 
accompanied visits. On the other hand, patients and companions in accompanied visits 
provided less psychosocial information and trended towards asking fewer psychosocial 
questions; however, they engaged in more positive and social rapport-building.
Our survey data which suggests that family presence during visits may be beneficial for 
facilitating patient-provider communication. Consistent with other studies [5, 11, 18], we 
found that companion presence increases provider satisfaction with the visit. Providers noted 
a high frequency of companions’ engagement in “active behaviors” that are deemed helpful 
to patient-provider communication and a low frequency of engagement in “distractive 
behaviors,” consistent with findings by Clayman and colleagues. [4] Findings from our 
audiotape data, however, are mixed. Similar to findings from a meta-analysis, [6] we found 
that providers engaged in more biomedical information giving when a companion was 
present. This may be appropriate given the complexity of HF care and noted deficits in HF 
knowledge by HF patients and family members.[19, 20] However, an alternate explanation 
may be that the presence of a companion facilitates providers’ ability to enact the role that is 
be most comfortable to them; namely, focusing on the “technical” aspects of care (i.e. 
providing biomedical information), as seen in other studies.[6, 18]
Our finding that providers asked fewer biomedical and psychosocial questions in 
accompanied (versus unaccompanied) visits has at least two plausible explanations. 
Providers may fear that asking questions could lengthen the visit, particularly when a 
companion is present. Alternatively, providers may assume that companions will provide 
and/or supplement information not provided by the patients, thereby obviating the need for 
provider-driven questions. Moreover, due to the reciprocal nature of communication, 
providers’ failure to ask psychosocial questions for whatever reason may explain our 
findings of less psychosocial information giving and a tendency towards less psychosocial 
question asking among patients and companions in accompanied visits versus patients in 
unaccompanied visits.
Our findings related to rapport-building are interesting. Our finding that providers engage in 
more social talk (e.g. chit chat) in accompanied (versus unaccompanied) visits could be 
positive or negative. Moreover, due to the reciprocal nature of communication, providers’ 
failure to ask psychosocial questions for whatever reason (e.g. they didn’t feel it would be 
appropriate to do so with a companion present), may make patients and companions less 
likely to voluntarily provide such information. At least one prior study has shown that 
patients are more satisfied when a greater proportion of the visit is spent chatting. [21] 
However, more social rapport-building could result in less exploration of patient concerns, 
particularly in a time-pressured clinical situation. Our findings which demonstrate that 
providers make more social and emotional rapport building statements, but less partnership 
building statements in accompanied (versus unaccompanied) visits suggests that providers 
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acknowledge and reciprocate the social and supportive communication role functions played 
by family members, yet they do not necessarily consider the family companion to be a 
member of the patient’s health care “team.”
We found that providers make fewer partnership-building statements in accompanied 
compared to unaccompanied visits; a finding that has been noted in at least one other study. 
[22] This finding may suggest that providers may not feel that they need to ask the patient’s 
opinion or check for understanding when a companion is present because they assume that 
the companion will help facilitate the patient’s understanding. This hypothesis is supported 
by our survey data on providers’ perceptions of the behaviors exhibited by companions. 
Alternatively, this finding may suggest that the presence of a companion could divert 
attention away from the patient. However, it does not appear that companions actively 
detract from the visit given that companions in our sample did not make any negative 
rapport-building statements.
Based on audiotape data, we did not find that communication during accompanied visits was 
more patient-centered. This finding is consistent with those noted by Shields and colleagues 
[8] using a different measure of patient-centered communication. Wolff and colleagues, 
using the RIAS, found that the association between accompaniment and patient-centered 
communication was moderated by the patient’s mental health status. [23]
We did not find any difference in visit length by accompaniment status, which is consistent 
with findings from a review by Laidsaar-Powell and colleagues [5] although inconsistent 
with findings from a meta-analysis. [6] Visit length structures the amount of time available 
for information exchange and medical decision-making. [24] Given concerns that the 
presence of companions may lengthen medical visits and interfere with clinic flow, [25] our 
results are reassuring. However, it is unclear whether longer visits are undesirable, given that 
they are correlated with more patient-centered communication behaviors, more participatory 
decision-making, and greater patient satisfaction.[21, 26–28]
Our finding of less verbal activity among patients in accompanied, versus unaccompanied, 
visits is similar to other studies. [6, 22, 29] Verbal activity is considered a proxy for 
participation and engagement in the care process. Taken together, our findings of less verbal 
activity by patients in accompanied (versus unaccompanied) visit but no difference in visit 
length by accompaniment status suggests that the verbal activity of the companion was off-
set by decreased verbal activity of the patient. These finding have positive and negative 
implications. They suggest that companions may usurp the patient’s place in the visit and 
undermine patient autonomy and confidentiality. There may be cause for genuine concern in 
shorter visits when a companion is present that this will detract from the patients “talk time.” 
[29] However, companions may also provide important supplemental information that the 
provider needs for clinical decision-making.
Our study has limitations. First, the data are cross-sectional so we cannot assess the 
directionality of the associations. Second, our study is observational and therefore subject to 
selection bias, as patients who choose to bring family members to their visits differ in 
meaningful ways from those who do not. Randomizing patients by accompaniment would be 
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an ideal study design; however, it is likely not feasible based on findings from another study 
which attempted to randomize patients to accompaniment or not. [8] About 40% of patients 
approached for that study declined because they did not want to change their usual pattern of 
accompaniment. Third, our findings may not be generalized to the wider population of HF 
patients since most patients in our sample had Class II–III HF severity and all were seen in 
an academic medical center. Last, frequencies of statements for each communication 
behavior are not necessarily indicative of the quality of the communication.
Conclusion
As the population continues to age and HF prevalence increases, the presence of companions 
in medical visits of HF patients will likely become more commonplace. Our study provides 
an important starting point for understanding patient and family engagement in the medical 
dialogue. These data provide insight into the design of interventions to enhance patient-
companion-provider interactions, with the ultimate goal of improving HF outcomes.
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Practice Implications
Our study provides insight into how family presence and participation in visits influences 
HF care. Although companions’ contribution to the overall communication was relatively 
small in our study, it has important implications for interpersonal quality of care given 
that companion communication behaviors have been associated with more question 
asking by patients, more biomedical information giving by providers, and greater patient 
satisfaction with their usual care provider. [3, 18, 30] Our findings suggest the need for 
activation and communication skills training for companions to maximize their 
effectiveness during the visit. Strategies such as pre-visit question prompt lists, which 
help facilitate patient and family engagement in care have shown evidence of 
effectiveness [31–33], particularly if encouraged/endorsed by providers.
Cené et al. Page 13
Patient Educ Couns. Author manuscript; available in PMC 2018 February 01.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
Highlights
• Family member accompaniment to medical visits is common in heart failure 
patients
• More research is needed on how communication differs based on 
accompaniment status
• Providers give more biomedical information in accompanied versus 
unaccompanied visits
• More positive and social rapport-building statement are made in accompanied 
visits
• Companions are helpful for facilitating patient-provider communication
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Figure 1. 
The proportion of patients (or companions) that agreed a companion would be helpful for: 
Facilitating communication with providers; Understanding and remembering treatment 
instructions; Accessing recommended services; Identifying resources to support medical 
decision-making.
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Figure 2. 
The percent increase (decrease) in the number of statements of each type when a companion 
is present (i.e., accompanied visits) compared to absent (i.e., unaccompanied visits). That is, 
a bar extending to the right of zero implies that there were more statements of that type 
when patients were accompanied than when patients were alone. The numbers represent 
exponentiated coefficients from regression models for count data. The error bars are the 
exponentiated endpoints of a 95% confidence interval around the coefficient. Variables 
whose error bars do not include 0 are significant at the .05 level. The underlying models are 
adjusted for age, sex, race, education, overall self-rated physical health, health care provider, 
and visit length. Note that provider and patient statements can have different baseline values, 
so a larger patient bar does not necessarily mean that patients made more such statements 
than providers, only that the percent increase from unaccompanied to accompanied was 
larger.
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Table 1
Categories of RIAS Exchange
Major category Sub-category Examples
Question-asking Biomedical
Lifestyle/Psychosocial
Open- and closed- ended biomedical questions
Open- and closed- ended psychosocial questions
Information-giving Biomedical
Lifestyle/Psychosocial
Gives biomedical and therapeutic information
Gives lifestyle and psychosocial information
Socio-emotional communication Emotional rapport-building
Positive rapport-building
Negative rapport-building
Social rapport-building
Empathy, legitimation, concern/worry, partnership
Laughter, approval, compliments, agreement
Criticism, disagreements, concern
Chit-chat
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Table 2
Sample characteristics of Patients, Companions, and Providers
Unaccompanied Accompanied p- value (A vs. B)
Patients (A) Patients (B) Companions
Total N 57 36 36
Mean age, yrs (SD) 59.2 (12.7) 63.1 (13.8) 55.0 (11.1) 0.16
Female, N (%) 29 (51%) 13 (36%) 30 (83%) 0.24
Race, N (%)
 African American 26 (46%) 6 (17%) 5 (13%) 0.01
 White 30 (53%) 30 (83%) 30 (83%)
 Asian 1 (2%) 0 (0%) 1 (2.8)
Educational level, N (%)
 ≤High school 20 (35%) 10 (28%) 4 (11%) 0.61
Confidence with filling out forms, N (%)
 Never/sometimes 12 (24%) 6 (18%) 3 (9%)
 Mostly/always 39 (77%) 27 (82%) 30 (91%) 0.76
Employment, N (%)
 Currently employed 7 (12%) 14 (39%) 20 (56%) <0.01
 Other 50 (88%) 22 (61%) 16 (44%)
Currently married, N (%) 34 (60%) 25 (70%) 31 (89%) 0.46
Overall self-rated physical health, N (%)
 Poor/fair 33 (58%) 15 (42%) 5 (15%)
 Good 15 (26%) 14 (39 %) 12 (33%) 0.30
 Very good/excellent 9 (16%) 7 (20%) 19 (53%)
Overall self-rated mental health, N (%)
 Poor/fair 8 (14%) 1 (3%) 3 (9%)
 Good 15 (26%) 9 (25%) 4 (12%) 0.18
 Very good/excellent 34 (60%) 26 (72%) 27 (79%)
New York Heart Association Class, N (%)
 I 11(20%) 9(26%) N/A 0.25
 II 33 (59%) 14 (40%)
 III 10 (18%) 8 (23%)
 IV 2 (4%) 4 (11%)
Ejection Fraction
 EF<40% 25 (43.9) 16 (44.4) N/A 0.28
 EF 40–54% 9 (15.8) 10 (27.8)
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Unaccompanied Accompanied p- value (A vs. B)
Patients (A) Patients (B) Companions
Total N 57 36 36
 EF 55–70% 23 (40.4) 10 (27.8)
Medical complexity (Provider rating), N (%) 2 (4%) 2 (6%)
 Simple/straightforward 23 (40%) 11 (31%) 0.60
 Average 32 (56%) 23 (64%)
 Somewhat/very complex
Provider satisfaction with the visit, N (%)
 Very unsatisfied/Unsatisfied 2 (4%) 1 (3%)
 Neutral 6 (11%) 2 (6%) 0.69
 Satisfied/Very satisfied 49 (86%) 33 (92%)
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Table 3
Description of Frequency, Roles, and Utility of Companions
Unaccompanied Accompanied p-value
Patients (A) Patients (B) Companions
Frequency of accompaniment to this provider, N (%)
  Never/Rarely 23 (40%) 1 (3%) 1 (3%) <0.001
  Sometimes 12 (21%) 0 (0%) 3 (8%)
  Most/All of the time 22 (39%) 35 (97%) 32 (89%)
Frequency of accompaniment to other providers, N (%)
  Never/Rarely 23 (40%) 3 (8%) 3 (8%) <0.001
  Sometimes 17 (30%) 3 (8%) 5 (14%)
  Most/All of the time 17 (30%) 30 (83%) 28 (79%)
Same companion for all visits, N (%) 38 (72%) 35 (97%) N/A <0.01
Frequency of family communication with provider in past year, N (%) <0.01
 None 28 (49%) 8 (22%) 13 (36%)
  1–2 times 12 (21%) 6 (17%) 7 (19%)
  3–4 times 8 (14%) 5 (14%) 4 (11%)
  >4 times 9 (16%) 17 (47%) 12 (33%)
Patient thought it would be useful to have family help…
  Facilitate communication/information exchange between providers 36 (63%) 36 (100%) 35 (97%) <0.001
  Understand and remember treatment instructions 45 (79) 35 (97%) 36 (100%) <0.01
 Access recommended services 49 (86%) 35 (97%) 35 (97%) 0.15
 Identify information/resources to support medical decision-making 48 (84%) 36 (100%) 35 (100%) 0.03
Perceived helpful to have family communicate with health care provider (yes/
no), %
35 (61%) 32 (89%) 34 (94%) <0.01
Providers’ perceived helpfulness of communicating with a family member 
occasionally, %
41 (72%) 30 (83%) 0.31 N/A
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Table 5
Health Care Providers’ Report of Companion’s Influence on Medical Visit (N=36)
Decreased No Influence Increased
Communication
Provider’s understanding – 19 (53%) 17 (47%)
Patient’s understanding – 21 (58%) 15 (42%)
Resource use
Time spent explaining/counseling 1 (3%) 26 (72%) 9 (25%)
Treatment recommended – 34 (94%) 2 (6%)
Number of test ordered – 35 (97%) 1 (3%)
Number of referrals – 35 (100) –
Length of visit – 29 (81%) 7 (19%)
Satisfaction
Presence of family companion 1 (3%) 11 (31%) 24 (67%)
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Table 6
Providers’ Assessment of Behaviors Exhibited by Companions and Perceived Helpfulness
Behavior N (%)
Active behaviors
 Clarified or expanded history 28 (78%)
 Supportive/encouraging toward patient 28 (78%)
 Asked questions/requested explanations 21 (58%)
 Discussed concerns about patient’s 16 (44%)
symptoms/problems 8 (22%)
 Took notes 3 (8%)
 Made evaluation or treatment requests
Distractive behaviors
 Discussed their own problems/symptoms 2 (6%)
 Discouraging/Controlling toward patient 1 (3%)
Passive behaviors
 Passive observer 8 (22%)
Overall helpfulness of companion
 Very unhelpful/unhelpful 1 (3%)
 Neither unhelpful or helpful 7 (19%)
 Helpful/Very helpful 28 (78%)
Among patients without a companion (N=55), how helpful would it have been to have one
 Very unhelpful/unhelpful 1 (2%)
 Neither unhelpful or helpful 19 (37%)
 Helpful/Very helpful 32 (62%)
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